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D000 initial Comment _

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

This Statement of Deficiencies was generated as
a result of the State Licensure survey conducted
at your facility on 4/15/10. This State Licensure
survey was conducted by the authority of NRS
449.150, Powers of the Health Division.

The facility is licensed for eight residential
program beds for the treatment of abuse of
alcohol and drugs. The census at the time of the
survey was Eight. Eight resident files and twelve
employee files were reviewed. One discharged
resident file was reviewed.

NAC 448.102 inventory of client's belongings

If a facility holds or stores a client's belongings,
there must be an inventory of the belongings on
admission, made a part of the client's record, and
updated as needed. These belongings must be
returned to the client upon his exit.

This Regulation is not met as evidenced by:
Based on record review on 4/15/10, the facility
failed to take an inventory of belongings on
admission for 2 of 8 residents {Resident #1 and
#2).

Severity: 1 Scope: 2
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This Regulation [s not met as evidenced by: e hoent 3
Based on record review on 4/15/10, the facility (\/‘ q—\(.e“‘ \O
falled 1o obtain an employment application for 1
of 12 employess (Empiloyee #1).
Severily: 1 Scope: 1
¥ g DA ¥
D080 NAC 449,114(9)b) Employees D 030 Meevs OF (eCommendanon Wil e, Sfult
§8=C 3 \'f ;{ ; G, ndlogeS e
9. A personnel record must be maintained for Q g e g \F ceve
each employee. The record must conlain: B &“Me_e, oS W W\ e YR Rw ]
(b) Letters of recommendation ' lﬂ nankins X0 enduve. codNoente .
This Regulation s not met as evidenced by: L. qﬂ. W
Based on record review on 4/15/10, the facllity
did not obtain lelters of recommendation for 9 of
12 employeas (Employee #1, #2, #3, #4, #8, #8, B}
#9, #10, and #11). _’ .I
= I
Severily: 1 Scope: 3 v
’ " Eﬂ w\.m n (egones wi Vet | Qveniufs
D 091 NAC 449.114(9)(c) Employees D 091 \ 5 QOor LD \:KNS “‘de'
SS=A . foc a\ engloee Dituinenicd anck
9. A personnel record must be maimtained for fefereries Wi R
each employee. The racord musl contain: Q\O\lﬂ& W emQC’FY—- 12\ %
{c) Reference investigation records ® Uy (elorde Wil e fevienkd
e Yoo ugmoon (Q‘&W-\QKQL)(X vty
This Regulation is not mel as evidenced by: t\“\(ﬂWS Yof Qomo\\(.»i\u»
Based on record review on 4/15/10, the facllity Wm“\. q.\- 6
failed to conduct a reference investigation on 2 of t, Y-\eD
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All persons employed in a facility must have
documentation showing that they are in
compliance with any applicable provisions of
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This Regulation is not met as evidenced by: G on XL OF Sw\)ﬂj
Based on record review on 4/15/10, the facility
failed to provide documentation of completed N 310
orientation for 1 of 12 employees (Employse '
#11), Xg
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did not perform a job performance evaluation on )
2 of 12 employees (Employee #3 and #8). O™ 1Y 8
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chapter 441A of NAC concerning tuberculosis.

This Regulation is not met as evidenced by:
NAC 441A.375 Medical facilities, facilities for the
dependent and homes far individual residential
care: Management of cases and suspected
cases, surveillance and testing of employees;
counseling and preventive freatment. (NRS
441A.120)

1. A case having tuberculosis or suspected case
considered to have tuberculosis in a medical
facility or a facility for the dependent must be
managed in accordance with the guidelines of the
Centers for Disease Control and Prevention as
adopted by referance in paragraph (h) of
subsection 1 of NAC 441A.200.

2. Amedical facility, a facility for the dependent or
a home for individual residential care shall
maintain surveillance of employees of the facility
or home for tuberculosis and tuberculosis
infection. The surveillance of employeses must be
conducted in accordance with the
recommendations of the Centers for Disease
Control and Prevention for preventing the
fransmission of tuberculosis in facilities providing
health care set forth in the guidelines of the
Centers for Disease Control and Prevention as
adopted by reference in paragraph (h) of
subsection 1 of NAC 441A.200.

3. Before initial employment, a person employed
in @ medical facility, a facility for the dependent or
a home for individual residential care shall have
a:

(a) Physical examination or certification from a
licensed physician that the person is in a state of
good health, is free from active tuberculosis and
any ather communicable disease in a contagious
stage; and
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{b) Tuberculosis screening test within the
preceding 12 months, including persons with a
history of bacillus Calmette-Guerin (BCG)
vaccination.

If the employee has only comgpleted the first step
of a 2-step Mantoux tuberculin skin test within the
preceding 12 months, then the second sfep of the
2-step Mantoux tuberculin skin test or other
single-step tuberculasis screening test must be
administered. A single annual tuberculosis
screening test must be administered thereafter,
unless the medical director of the facility or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines of the Centers for Disease Contral and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

4. An employee with a documented history of a
positive tuberculosis screening test is exempt
from screening with skin tests or chest
radiographs unless he develops symptoms
suggestive of tuberculosis.

5. A person who demonstrates a positive
tuberculosis screening test administered pursuant
fo subsection 3 shall submit to a chest radiograph
and medical evaluation for active tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
{g) of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of
employees for the development of pulmonary
symptoms. A person with a history of tuberculosis
or a pasitive tuberculosis screening test shall
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report promptly to the infection control specialist, WA Toar. T\ - )
if any, or to the director or other person in charge 235 10-30-0%
of the medical facility if the medical facility has not Q(\*(C«L\(\NV\‘\' .
designated an infection control specialist, when €A e 3 emfol Ner Py v
any pulmonary symptoms develop. If symptoms E . Q\Q\Q
of tuberculosis are present, the employee shall WD M . \-\L\ _0%
be evaluated for tuberculosis. (Added to NAC by aadnarent Al
Bd. of Health, eff, 1-24-92; A by R084-06, dﬂ_\, Y Sm‘/

\ oaned ¥
7-14-2006) ¢ ‘qub\:\e, "1 o a0
Based on record review on 4/15/10, the facility m Mexy —
did not ensure that 11 of 12 employees met the L Emw W domd vh\\s\m&
requirements of NAC 441A.375 concerning ' L\’-Q-o\‘\o
tuberculosis (TB) (Employee #1, #2, #3, #9 and {S(\*?(/M(\*‘ )
#11 failed to have evidence of a pre-employment
physical. Employee #1, #2, #5, #6, #7, #3, #9,
#10, #11 and #12 failed provide evidence of
tuberculosis.)
Severity: 2 Scope: 3
/
D 168 NAC 449.135(6) Safety from fire D168 | DWH
ss<E e YoWs W\ e Ronguekeh ¢,
6. Afacility must conduct fire drills at least P v, VAN
monthly and a written record of each dril \‘(\0{\“\\\ A . .
conducted must be retained in the facility for not % Q( (XA W(('.k[)( \Q\“ (JMX— ?\ﬁ’.
less than 12 months after the drill is conducted, : wo\é \ ‘(’(\@(\W\\\\ 0 L4 1A ()
\

This Regulation is not met as evidenced by: Lo ‘“‘Q\ - e, W“M \Y\
Based on record review on 4/15/10, the facility 0. five WG W
failed to ensure that fire drills were conducted :
monthly during the past 6 of 12 months (October, w\\ .&“@\ W )
November and December of 2009; January, X
February and March of 2010). BRREOR VOS2, 30 \3\12’9’
Severity: 2 Scope: 2 54 10
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D215 NAC 449.141(7) Health Servicss D216 In AN SYUEE Wi\ 0L Q\Lﬁiﬁ«%\; NS, /.40
7. There must be one staff person in the facility Q¢ \)\\ Xve. Pverican Q—'Q\d; 035,
who is capable of providing cardiopulmonary : W\ (e
resuscitation at alt times. Staff members B . \'\N‘N\ oWt NY%B Yo
providing cardiopulmonary resuscitation must be Qm,Q\O‘R.Q. e ey L
qualified by the American Red Cross or another QU“Q“N’IU--
recognized agency. ¢ Qg WO WY, sOMdULe
This Regutation is not met as evidenced by: , Woond | QT W?\a“ﬁ
. A D Exngice. -
Based on record review on 4/15/10, the facility ¢ “tﬂ?\‘ak“f)(\ vy
did not ensure that 1 of 6 assistant resident Lo on 5540+

managers (or caregivers) had evidence of
cardiopulmonary resuscitation training (CPR)

(Employee #11). fedoaneny 33,3

Severity: 2 Scope: 1

N | 6—\5"\0

ealth Services ! / N
D216 NAC 449.141(8) Health S D 216 23"\\% Ston Yests Wl e foroed fip

8. Clients of residential programs must undergo a W 5 0aS 0F ey ki WL
tuberculin skin test that meets the requirements vive \\ . m \QLQA N

3 . - 2 '
specified in chapter 441 A of NAC. Daanedu o Wil Q

Lhent fle
This Regulation is not met as evidenced by: A Qlienk e Lov\S Wi\ Y QW
NAC 441A.380 Admission of persons to certain b \\ W W%Cf m@ﬁﬁ\l\{ b

medical facilities, facilities for the dependent or

homes for individual residential care: Testing; L0500, W\?\\lﬂkﬂ. .

respiratory isolation; medical treatment;

counseling and preventive treatment; (/ Qﬂ.ﬁ \‘d\{ (\)\_ Lﬂ. \\0\ 0\ OLW “\'{ﬁ*

documentation. (NRS 441A.120}, .
1. Except as otherwise provided in this section, m\(\ A Q(Ur Sty - mwm
before admitting a person to a medical facility for WS S, oA COOeN G
extended care, skilled nursing or intermediate \
care, the staff of the facility shall ensure that a W e
chest radiograph of the person has been taken ,.6 )
within 30 days preceding admission to the facility. | m\\mﬂ.ﬂ‘\' 55. ﬂ’ A
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2. Except as otherwise provided in this section,
the staff of a facility for the dependent, a home for
individual residential care or a medical facility for
extended care, skilled nursing or intermediate
care shall:

{(a) Before admitting a person to the facility or
home, determine if the person:

(1} Has had a cough for more than 3 weeks;

(2) Has a cough which is productive;

(3) Has blood in his sputum;

{4) Has a fever which is not associated with a
cold, flu or other apparent illness;

(5) Is experiencing night sweats;

(8) Is experiencing unexplained weight loss; or
{7) Has been in close contact with a person who
has active tuberculosis.

(b) Within 24 hours after a person, inciuding a
person with a history of bacillus Calmette-Guerin
{BCG) vaccination, is admitted to the facility or
home, ensure that the person has a tuberculosis
screening test, unless there is not a person
qualified to administer the test in the facility or
home when the patient is admitted. If there is not
a person qualified to administer the test in the
facility or home when the person is admitted, the
staff of the facility or home shall ensure that the
test is performed within 24 hours after a qualified
person arrives at the facility or home or within 5
days after the patient is admitted, whichever is
sooner.

(c) If the person has only completed the first step
of a two-step Mantoux tuberculin skin test within
the 12 months preceding admission, ensure that
the person has a second two-step Mantoux
tuberculin skin test or other single-step
tuberculosis screening test. After a person has
had an Initial tuberculosis screening test, the
facility or home shall ensure that the person has
a single tuberculosis screening test annually
thereafter, unless the medical director or his
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designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

3. A person with a documented history of a
positive tuberculosis screening test is exempt
from skin testing and routine annual chest
radiographs, but the staff of the facility or home
shall ensure that the person is evaluated at least
annually for the presence or absence of
symptoms of tuberculosis.

4. If the staff of the facility or home determines
that a person has had a cough for more than 3
weeks and that he has one or more of the other
symptoms described in paragraph (a) of
subsection 2, the person may be admitted to the
facility or home if the staff keeps the persen in
respiratory isolation in accordance with the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
{h) of subsection 1 of NAC 441A.200 untit a
health care provider determines whether the
person has active tuberculosis. If the staff is not
able to keep the person in respiratory isolation,
the staff shall not admit the person until a health
care provider determines that the person does
not have active tuberculosis,

5. If a test or evaluation indicates that a person
has suspected or active tuberculosis, the staff of
the facility or home shall not admit the person to
the facility or home or, if he has already been
admitted, shail not allow the person 1o remain in
the facility or home, unless the facility or home
keeps the person in respiratory isolation. The
person musi be kept in respiratory isolation until a
health care provider determines that the person
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does not have active tuberculosis or certifies that,
although the person has active tuberculosis, he is
no longer infectious. A health care provider shall
not certify that a person with active tuberculosis is
not infectious unless the health care provider has
obtained not less than three consecutive negative
sputum AFB smears which were collected on
separate days.

6. If a test indicates that a person who has been
or will be admitted to a facility or home has active
tuberculosis, the staff of the facility or home shall
ensure that the person is treated for the disease
in accordance with the recommendations of the
Centers for Disease Control and Prevention for
the counseling of, and effactive treatment for, a
person having active tuberculosis. The
recommendations are set forth in the guidelines
of the Centers for Disease Control and
Frevention as adopted by reference in paragraph
(9) of subsection 1 of NAC 441A.200.

The staff of the facility or home shall ensure that
counseling and preventive treatment are offered
to each person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

8. The staff of the facility or home shall ensure
that any action carried out pursuant to this section
and the results thereof are documented in the
person ' s medical record.

{Added to NAC by Bd. of Health, eff. 1-24-92; A
3-28-96; R084-06, 7-14-2006)

Based on record review on 4/15/10, the facility
did not ensure that 1 of 8 residents met the
requirements of NAC 441A_380 concerning
tuberculosis (TB) {Resident #6).

Severity: 2 Scope: 1
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9. Each facility shall maintain and have readily
available first-aid supplies. Staff members shall
have evidence that they have received training on
the use of first-aid supplies.

This Regulation is not met as evidenced by:
Based on record review on 4/15/10, the facility
did not ensure that 2 of 6 assistant resident
managers (or caregivers) had evidence of first
aid training (Employee #11 and #12).

Saverity: 2 Scope:; 2
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